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F 0730 Observe each nurse aide's job performance and give regular training.

Level of Harm - Minimal harm Based on record review and interview, the facility failed to complete an annual performance review at

or potential for actual harm least once every 12 months for one Certified Nurse Aide (CNA), employed greater than one
year.Findings included:- Review of five CNA personnel files, employed by the facility for greater than

Residents Affected - Many one year, revealed the following concern:Certified Nurse Aide (CNA) N, hired 12/04/2017, lacked an

annual performance review.On 07/21/2026 at 02:30 PM, Administrative Nurse D stated the facility
only completed annual performance reviews on full-time and part-time employees but did not
complete annual performance reviews on as-needed (PRN) employees, such as CNA N.The facility's
Employee Handbook included: PRN team members are scheduled no more than 19 hours per week.
PRN team members must work at least two shifts per pay period or 4 shifts each calendar month to
remain employed. A performance review will be conducted once per year for each team member.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and
serve food in accordance with professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on observation, record review, and interview, the facility failed to prepare and serve food under
sanitary conditions to the residents of the facility appropriately to prevent the potential for food borne
Residents Affected - Many bacteria.Findings included: - During an initial tour of the kitchen on 07/20/2026 at 09:02 AM, the

following areas of concern were noted:1. The front of the microwave had dried-on food on the
inside.2. The covered black plastic trash can had dried-on food and liquids.3. A shelf holding gallon
jugs of pancake syrup had spilled, dried syrup on the wire shelf.4. A shelf holding clean steam table
pans had scattered food debris.5. Two three-tiered wire carts used to transport food and drinks to the
residents had multiple areas of rust.6. Two hot carts used to transport residents' food to another
dining room had multiple areas of dried-on food.7. A bread cart had a covering of a sticky substance
on the runners.8. Six colored plastic cutting boards were heavily gauged and discolored.On
07/22/2026 at 09:13 AM, Dietary Staff BB confirmed the areas noted above needed to be added to the
cleaning list.The facility policy for Food Preparation and Handling, dated 10/17/2024, included: The
facility will store, prepare, distribute, and serve food in accordance with professional standards for
food safety services. Cutting boards will be washed and sanitized following each use.
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F 0908 Keep all essential equipment working safely.

Level of Harm - Minimal harm Based on observation, interview, and record revise, the facility failed to ensure the walk-in freezer in

or potential for actual harm one of one kitchen of the facility was in clean, safe operating condition.Findings included:- During an
initial tour of the kitchen on 07/20/2026 at 09:02 AM, the following area of concern was noted:The

Residents Affected - Many inside of the walk-in freezer had a heavy build-up of frost on all areas, including multiple boxes of

food.Review of the walk-in freezer temperatures, documented daily by staff, revealed the freezer
stayed within the appropriate temperature range, and all foods in the freezer were solidly frozen.On
07/20/2026 at 10:43 AM, Administrative Staff A stated staff were installing rubber door flaps on the
inside of the freezer at the door to help keep the cold air on the inside. A new door for the walk-in
freezer had been ordered and would be installed next week. Administrative Staff A stated the food
inside the freezer had not thawed and was safe to be served to the residents.The facility policy for
Food Preparation and Handling, dated 10/17/2024, included: The kitchen and equipment will be kept
clean, neat, orderly, and well-maintained.
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F 0636 Assess the resident completely in a timely manner when first admitted, and then periodically, at least
every 12 months.
Level of Harm - Minimal harm

or potential for actual harm Based on observation, interview, and record review, the facility failed to complete the Care Area
Assessment (CAA) analysis related to a Comprehensive Minimum Data Set (MDS), for Residents (R)2,
Residents Affected - Some R9, R12, R21, R29, R33, and R38 to address the underlying cause, risk factors, and other contributing

factors to ensure the resident received care based on their individual needs. Findings included:-
Review of residents' most recent comprehensive MDS documentation revealed the triggered CAA
lacked completion as follows:1. R2's Significant Change in Status MDS, dated 02/11/2026, lacked
completion of CAAs dated 02/27/2026 for Cognitive Loss/Dementia, Communication, Urinary
Incontinence and Indwelling Catheter, Psychosocial Well-Being, Nutritional Status, Pressure Ulcer,
and Psychotropic Drug Use.2. R9's Annual MDS, dated 12/07/2026, lacked completion of CAAs dated
12/16/2026 for Cognitive Loss/Dementia, Visual Function, Functional Abilities (Self-care and

Mobility), Urinary Incontinence, Psychosocial Well-Being, Behavioral Symptoms, Falls, Nutritional
Status, Pressure Ulcers, and Psychotropic Drug Use.3. R12's Annual MDS, dated 02/21/2026, lacked
completion of CAAs dated 02/21/2026 for Cognitive Loss/Dementia Care, Functional Abilities
(Self-Care and Mobility), and Pain.4. R21's Annual MD, dated 08/09/2026, lacked completion of CAAs
dated 08/25/2025 for Cognitive Loss/Dementia, Functional Abilities (Self- Care and Mobility),
Communication, Falls, and Psychoactive Drug Use.5. R29's Modified admission MDS, dated
09/05/2025, lacked completion of CAAs dated 09/05/2025 for Cognitive Loss/Dementia,
Communication, Urinary Incontinence and Indwelling Catheter, Behavioral Symptoms, Falls, Nutritional
Status, Dehydration/Fluid Maintenance, Dental Care, Pressure Ulcer/Injury, Psychotropic Drug Use,
and Pain.6. R33 ?s Annual MDS, dated 11/09/2025, lacked completion of CAAs dated 11/19/2025 for
Functional Abilities (self-care mobility), Urinary Incontinence and Indwelling Catheter, Nutritional
Status, and Dental.7. R38's Annual MDS, dated 05/24/2025, lacked completion of CAAs dated
05/29/2025 for Cognitive Loss/Dementia , Visual Function, Communication, Functional Abilities
(Self-Care and Mobility), Urinary Incontinence and Indwelling Catheter, Falls, Pressure ulcer/injury,
and Psychotropic Drug Use.On 07/22/2026 at 02:32 PM, Administrative Nurse E reported the facility
used the Resident Assessment Manual (RAI) for guidance to complete the MDS and CAAs for
comprehensive assessments. She reported she was not aware the CAA completion should include the
location of the information and resource materials that led to the individualized analysis for the
triggered areas of the CAA to develop the care plan until she received training on 04/26/2026. She
verified the CAA documentation for the above named residents lacked source documentation of
information to indicate the analysis of the data collected, other than the narrative for the location of
the data that triggered the CAA, and lacked analysis keeping with the guidance provided in the RAI
Manual.The Resident Assessment Instrument (R.A.l.) Manual, titled The Care Area Assessment (CAA)
Process and Care Plan Completion, dated 2025, documentation included . Federal statute and
regulations require nursing homes to conduct initial and periodic assessments for all their residents.
The assessment information is used to develop, review, and revise the resident's care plans that will
be used to provide services to attain or maintain the resident's highest practicable physical, mental,
and psychosocial well-being. The RAI process, which includes the Federally mandated MDS, is the
basis for an accurate assessment of nursing home residents. The MDS information and the CAA
process provide the foundation upon which the care plan is formulated. There are 20 problem-oriented
CAAs, each of which includes MDS-based Trigger conditions that signal the need for additional
assessment and review of the triggered care area. Detailed information regarding each care area and
(continued on next page)
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F 0636 the CAA process, including definitions and triggers, appears in Chapter 4 of this manual. Chapter 4
also contains detailed information on care planning development utilizing the RAI and CAA process.
Level of Harm - Minimal harm CAA(s) completion is required for comprehensive assessments.

or potential for actual harm

Residents Affected - Some
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F 0552 Ensure that residents are fully informed and understand their health status, care and treatments.
Level of Harm - Minimal harm Based on interview and record review, the facility failed to inform Resident (R) 1 and R32 and/or their
or potential for actual harm representatives regarding the risks related to psychotropic (alters mood or thoughts) medications.
Findings included:1. R1's Electronic Medical Record (EMR) listed a Physician's Order for buspirone
Residents Affected - Few (antianxiety- a class of medications that calm and relax people), 5 milligrams (mg) tablets, give one

tablet by mouth three times a day for anxiety, dated 03/03/2026.R1's EMR documented an order for
lorazepam (antianxiety- a class of medications that calm and relax people) 0.5 mg tablet, give one
tablet by mouth every four hours as needed for anxiety/restlessness, dated 05/29/2026.R1's EMR
lacked evidence that R1, or her representative, received education and/or informed consent with
regard to the buspirone and lorazepam.On 07/20/2026 at 09:09 AM, R1 sat in her recliner wearing her
glasses and hearing aids. R1 reported she felt safe and the staff listened to her even though she did
not speak much. R1 could not recall what medications she was administered.2. R32's EMR
documented an order for Remeron (antidepressant- a class of medications used to treat mood
disorders)15 mg tablet, give one tablet by mouth at bedtime for insomnia (inability to sleep), dated
06/30/2026.R32's EMR lacked evidence that R32, or her representative, received education and/or
informed consent with regard to the Remeron.On 07/20/2026 at 09:24 AM, R32 was in her bed, and
she reported she did not feel good.On 07/21/26 at 01:28 PM, Licensed Nurse (LN) G reported that the
psychoactive consents were completed by Administrative Nurse D. On 07/22/2026 at 11:48 AM,
Administrative Nurse D reported she had not completed an informed consent for R32' s Remeron.
Administrative Nurse D produced two informed consent forms for R1. The buspirone consent had a
date signed by Administrative Nurse D documented 03/04/2026; the durable power of attorney
(DPOA- a legal document that names a person to make healthcare decisions when the resident is no
longer able to) signature had no date; LN G signed as a witness on 07/22/2026. The lorazepam
consent had a date signed by Administrative Nurse D, documented 05/29/2026; the DPOA signature
had no date; LN G signed as a witness on 07/22/2026. Administrative Nurse D reported that the forms
were completed that day.On 07/22/2026 at 12:22 PM, R1's DPOA was in the dining room; she reported
that she had just signed the informed consent forms and said that she did not think to date the forms.
She reported that there were no other signatures or dates on the informed consent forms when she
signed them. On 07/22/2026 at 01:33 PM, Administrative Nurse D reported that she expected to have
informed consents for all psychotropic medications completed upon admission or before a resident
would start a psychotropic medication.The facility's policy Psychotropic Medication Use dated
03/2026 lacked documentation in regard to completing an informed consent.The facility's Informed
Consent Form, undated, documented that the proposed treatment will not be started by the facility
until this signed consent is returned to the facility. Please complete this document prior to initiation

of any treatment of chemical or physical restraint, or psychoactive drugs.
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F 0605 Prevent the use of unnecessary psychotropic medications or use medications that may restrain a
resident's ability to function.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record review and interviews, the facility failed to ensure Resident (R) 1's as needed
Residents Affected - Few (PRN) psychotropic medication (alters mood or thoughts) had a 14 day stop date, or a specified

duration with a physician rationale for extended use. Additionally, the facility failed to monitor R25's
for target behaviors or side effects of the psychotropic medications.Findings included:- R1's
Electronic Medical Record (EMR) revealed a diagnosis of anxiety (mental or emotional reaction
characterized by apprehension, uncertainty, and irrational fear).

R1's 06/09/2026 Significant Change Minimum Data Set (MDS) documented a Brief Interview for
Mental Status (BIMS) score of 13, indicating intact cognition. R1's MDS revealed he was administered
an anti-anxiety medication.

R1's 06/23/2026 Psychotropic Drug Use Care Area Assessment (CAA) documented R1 was
administered high-risk psychotropic medications. R1 would be at high risk for falls.

R1's Care Plan dated 03/30/2026 instructed staff to administer antianxiety medications as ordered
and to monitor and document side effects and effectiveness.

R1's EMR noted an order for lorazepam 0.5 milligrams (mg), one tablet by mouth, every four hours as
needed for anxiety/restlessness, dated 05/29/2026. The order lacked a stop date.

On 07/20/2026 at 09:09 AM, R1 sat in her recliner wearing her glasses and hearing aids. R1 reported
she felt safe here and the staff listened to her even though she did not speak much. R1 could not
recall what medications she was administered.

On 07/21/2026 at 02:42 PM, Licensed Nurse (LN) G reported that any as-needed psychotropic
medication orders required a 14-day stop date. LN G reported that the nurse who documented the
order in EMR was responsible for documenting a stop date. On 07/21/2026 at 04:30 PM,
Administrative Nurse D reported she expected all as needed psychotropic medications to have a 14
day stop date to have the medication reassessed.

The facility's policy Psychotropic Medication Use dated 03/2026 documented that any PRN
psychotropic medication, such as anti-anxiety medication, will only continue for a duration of 14 days.
If the medication must continue past the 14 days, it must have a physician-explained rationale and a
duration of no more than 6 months.

- R25's Electronic Medical Record (EMR) documented the following diagnoses: depression (a mood
disorder that causes a persistent feeling of sadness and loss of interest) and insomnia (the inability
to sleep).

R25's admission Minimum Data Set (MDS), dated [DATE], documented he had a Brief Interview for
Mental Status (BIMS) score of 15, indicating intact cognition. He received antidepressant medications
(continued on next page)
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F 0605 (medications used to treat the signs and symptoms of depression) during the assessment process.
Level of Harm - Minimal harm R25's Psychotropic Drug Use Care Area Assessment (CAA), dated 06/25/26, documented R25 had
or potential for actual harm antidepressant medications, which placed him at risk for falls.

Residents Affected - Few R25's Care Plan, dated 06/18/26, lacked staff instruction regarding the administration and monitoring

of target behaviors and side effects of psychotropic drug use.
R25's EMR documented the following physician's orders:

Trazodone (an antidepressant medication), 50 milligrams (mg), by mouth (PO), at bedtime (HS), for a
diagnosis of insomnia, ordered 06/18/2026.

Sertraline (an antidepressant medication), 50 mg, PO, in the morning (AM), for a diagnosis of
depression, ordered 06/19/2026.

Bupropion (an antidepressant medication), 300 mg, PO, in the AM, for a diagnosis of depression,
ordered 06/19/2026.

R25's Medication Administration Record (MAR) for June and July 2026 revealed he received the
medications, as ordered.

R25's EMR lacked documentation of monitoring for target behaviors or side effects of the
psychotropic medications.

On 07/22/2026 at 08:50 AM, Licensed Nurse (LN) G stated staff monitors for side effects and target
behaviors on residents who receive psychotropic medications every shift.

On 07/22/2026 at 08:55 AM, Administrative Nurse D stated it was the expectation for staff to monitor
psychotropic medications each shift. Administrative Nurse D stated staff instruction for residents
receiving psychotropic medications should be included in their care plans.

The facility policy Psychotropic Medication Use, revised 03/2026, included: The staff shall monitor
for target behaviors related to psychotropic medication every shift.

The facility policy for Care Planning, revised 03/2026, included: The facility shall develop and
implement a comprehensive person-centered care plan for each resident to meet each resident's
medical, nursing, and psychosocial needs.
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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.

Level of Harm - Minimal harm
or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interview, the facility failed to notify the State Ombudsman of two resident

Residents Affected - Few discharges to the hospital, regarding Resident R1 and R3, as required.Findings included:1. R1's
Electronic Medical Record (EMR) documented that she admitted to the hospital on [DATE]. The EMR
lacked documentation that the State Ombudsman had been notified of the resident's hospital
admission. The facility was unable to provide evidence upon request.2. R3's EMR documented he
admitted to the hospital on [DATE]. The EMR lacked documentation that the State Ombudsman had
been notified of the resident's hospital admission. The facility was unable to provide evidence upon
request.On 07/22/2026 at 10:30 AM, Social Services X stated she had not notified the State
Ombudsman of R1 and R3's hospital admissions.The facility policy for Admission, Transfer and
Discharge, revised 01/2026, included: The State Ombudsman will be notified of all transfers and
discharges.
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F 0655 Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of
being admitted
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to provide a written baseline care plan to
Residents Affected - Few Resident (R) 32, and R37. Findings include:1. R32's Electronic Medical Record (EMR) lacked

documentation that a written baseline care plan was given to or reviewed by R32 or a representative
since she was admitted on [DATE].On 07/20/2026 at 09:24 AM, R32 was in her bed, and she reported
she did not feel good.2. R37's EMR lacked documentation that a written baseline care plan was given
or reviewed by R37 or a representative since she was admitted on [DATE].On 07/21/2026 at 08:01
AM, R37's durable power of attorney (DPOA- a legal document that names a person to make
healthcare decisions when the resident is no longer able to) reported that she had no care plan
discussed with her since R37 was admitted to the facility.On 07/21/2026 at 04:13 PM, Licensed
Nurse (LN) G reported that the nurse would complete the base line care plan on admission that was
documented in the EMR in the assessment tab.On 07/21/2026 at 04:15 PM, Administrative Nurse D
reported that she expected the baseline care plan to be completed within 48 hours of admission.The
facility's policy Baseline Care Plan dated 10/17/2024, documented this facility will develop an initial
person-centered care plan within the first forty-eight (48) hours of admission for every resident. A
baseline care plan will provide instructions for care of the resident. Completion and implementation of
the baseline care plan within 48 hours of a resident's admission is intended to promote continuity of
care and communication among all facility staff members, increase resident safety and safeguard
against adverse events that are most likely to occur in the immediate days after admission prior to
development of the comprehensive care plan and to ensure the resident and representative are
informed of the initial plan for delivery of care and services by receiving a written summary of the
baseline care plan or a copy of the baseline care plan.
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm Based on observation, record review, and interview, the facility failed to ensure residents received

or potential for actual harm assistance with activities of daily living (ADL) including nail care for Resident (R)1, and R32. Findings
included:1. R1's Electronic Medical Record (EMR) revealed diagnoses of anxiety (a mental or

Residents Affected - Few emotional reaction characterized by apprehension, uncertainty, and irrational fear) and diabetes

mellitus (DM-when the body cannot use glucose, not enough insulin is made, or the body cannot
respond to the insulin)R1's 06/09/2026 Significant Change Minimum Data Set (MDS) documented a
Brief Interview for Mental Status (BIMS) score of 13, indicating intact cognition. R1's MDS revealed
she required maximal assistance with personal hygiene.R1's 06/23/2026 Functional Abilities
(Self-Care and Mobility) Care Area Assessment (CAA) documented R1 required assistance with all
ADLs to ensure safety.R1's Care Plan dated 03/15/2026 instructed staff to keep R1's fingernails
short.R1's Care Plan dated 06/23/2026 instructed staff that R1 required moderate assistance with
personal hygiene.On 07/21/2026 at 07:55 AM, R1 sat in the dining room as she was eating yogurt. She
had a visitor and reported she was doing fine. R1 had long fingernails and nail polish that was chipped
off all the nails.On 07/21/2026 at 01:52 PM, R1 was administered her breathing treatment by

Licensed Nurse (LN) G in her room. R1's fingernails were long, and they all had chipped nail polish. LN
G reported that Activity Staff K had not done a nail manicure activity lately, and that is when the
residents would have new nail polish applied.On 07/22/2026 at 08:00 AM, R1 sat in her recliner with
her eyes closed; her fingernails remained the same as yesterday's observation.2. R32's EMR revealed
diagnoses of diabetes mellitus and needing assistance for personal care.R32's 07/07/2026 admission
MDS documented a BIMS score of three, indicating severely impaired cognition. R32's MDS revealed
she required moderate assistance for personal hygiene.R32's 07/13/2026 Functional Abilities
(Self-Care and Mobility) CAA did not trigger.R32's 07/13/2026 Activities CAA documented R32 had
visual and some hearing impairment. She has physical limitations such as weakness and pain. Her
disability may prevent her from attending/participating in some activities, which will cause her to

want to stay in her room often and become isolated and lonely. R32 would be care plan is initiated to
encourage social interaction and active participation.R32's Care Plan dated 07/13/2026 staff
instructed to ask yes/no questions to determine R32's needs.R32's Care Plan dated 07/20/2026
lacked direction for staff for R32's preferences of nail care and staff assistance required.On
07/20/2026 at 03:39 PM, R32 was assisted to her recliner by Certified Nurse Aide (CNA) P. R32's
fingernails were long and had brown substance under some of the fingernails; all of her fingernails had
chipped nail polish noted on them.On 07/22/2026 at 07:58 AM, R32 sat in the dining room drinking
coffee. R32's her nails remained with long, chipped nail polish on all the fingernails and brown
substance under some of her nails.On 07/21/2026 at 01:23 PM, CNA P reported that residents'
fingernails are trimmed and cleaned on shower days and as needed. CNA P reported that the nurse
would cut the diabetic residents' nails.On 07/22/2026 at 11:50 AM, Activity Staff Z (Activity Director)
reported that she had not completed a manicure activity for about 2 months now, and she was the
staff member who painted the residents' fingernails.On 07/22/2026 at 12:40 PM, Administrative Nurse
D expected the staff to clean and trim residents' fingernails. Administrative Nurse D reported that
activities would complete the manicures and new nail polish. Administrative Nurse D reported she
was unsure when activities had completed that activity last but expected residents to have nice nail
polish on their nails.The facility's policy Cleaning and Trimming Nails dated 03/2026, documented that
cleaned and trimmed fingernails and toenails are important for overall health. Bacteria often collect
under and around nailbeds. This facility is committed to providing high-quality care to all residents
residing in the facility.
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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Based on interviews, observations, and record review, the facility failed to monitor Resident (R) 38's
nutritional and hydration status during an acute change of condition. The facility failed to monitor for
complications related to R2's multiple bruises and a skin tear. Findings included:- R38 Electronic
Medical Record (EMR) documented diagnoses of Alzheimer's disease (progressive mental
deterioration characterized by confusion and memory failure), dysphagia (difficulty swallowing), stage
four chronic kidney disease (disease where the kidneys were moderately or severely damaged and
were not working as well as they should be to filter waste from the blood), major depressive disorder
(major mood disorder that causes persistent feelings of sadness), and Influenza A (highly contagious
viral infection).

R38's Annual Minimum Data Set (MDS), dated 05/24/2025, documented a Brief Interview for Mental
Status (BIMS) score of five, which indicated severe cognitive impairment. He had functional
limitations in range of motion (ROM) to both sides of his upper and lower extremities. He required
staff touch and set up assistance with eating and did not exhibit swallowing or choking issues. R38
was 65 inches in height and weighed 222 pounds (Ibs).

R38's Quarterly MDS, dated 11/24/2025, documented a BIMS score of nine, which indicated moderate
cognitive impairment. His weight was 208 Ibs, which was a 14lb or 7.5% weight loss from the previous
assessment.

R38's Discharge Return Anticipated MDS, dated 01/23/2026, documented R38 was discharged from
the facility and was sent to the hospital with an anticipated return.

R38's Nutritional Status Care Area Assessment (CAA) documented the CAA triggered due to high
Body Mass Index (BMI- the body calculation of resident body fat) and a no-salt-added diet order. He
ate well at meals with a stable weight. He had no complications.

R38's 11/25/2025 Care Plan directed that R38's recommended diet was a mechanical soft level two
(mechanically altered diet where the foods are moist, with soft texture for easy swallowing). R38 and
his representative requested not to follow the recommended diet. His representative signed a risk
versus benefit agreement for him to be allowed to have a regular diet. He and his representative
declined any further speech (ST) evaluations and stated that, no matter the outcome, they will
continue to sign a waiver. He usually ate 50-100% at meals. He had his own teeth without any chewing
or swallowing difficulty noted. His BMI indicated obesity (severe overweight), but he was stable. R38
had diuretic orders which may impact fluid shifts/weight trends.

R38's EMR revealed the following, indicating a change in condition:

A Health Status Note, dated 01/18/2026 at 03:15 PM, documented R38 woke up with a low-grade
fever and moist cough. His temperature was 99.0 degrees Fahrenheit (F), and his lungs sounded clear.
R38 had a pleasant mood; he ate a cinnamon roll and drank juice for breakfast. He remained in his
room due to a cough and per his representative's request.

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: If continuation sheet

Page 120f 21

Facility ID:
175387




Department of Health & Human Services Printed: 10/09/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
175387 B. Wing 07/22/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Parkside Homes 200 Willow Rd
Hillsboro, KS 67063

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0684 On 01/18/2026 at 08:10 PM, R38's EMR noted his temperature was 100 degrees F, his blood pressure
was 183/103 millimeters of mercury (mmHg), his pulse was irregular at 102 beats per minute (bpm),
Level of Harm - Minimal harm and his oxygen saturation was 96% on room air.

or potential for actual harm
A Health Status Note on 01/19/2026 at 04:18 PM, documented while R38 was out of the facility at a
Residents Affected - Few scheduled physician visit, the physician's office called and reported R38 tested positive for influenza
A. The facility received an order for Tamiflu (medication used to treat influenza) 75 milligrams (mg)
twice a day for five days. Staff notified R38's representative.

A Health Status Note, dated 01/21/2026 at 05:47 AM, documented that R38 started Tamiflu on
01/20/26. His oxygen saturation had been 88 to 92% on oxygen therapy with respirations of 20 to 32
per minute. R38 had coarse lung sounds, and staff checked on him frequently.

A Health Status Note on 01/23/2026 at 10:32 AM documented that the nurse was called to R38's room
due to him not responding with a dry brief. The nurse notified R38's provider and obtained an order,
then notified his representative. R38 left the facility at 09:48 AM via emergency medical services
(EMS), and the nurse called report to the hospital at 09:49 AM.

Review of R38's meal percentage EMR documentation from 01/15/2026 to 01/23/2026 revealed the
following:

On 01/15/2026 and 01/16/2026, R38 ate 76 to 100% at breakfast, lunch, and dinner.

There was a lack of evidence of meal percentage documentation on 01/17/26 for breakfast, lunch, or
dinner.

On 01/18/2026, there was a lack of evidence of meal percentage documentation for breakfast or
lunch. R38 ate 51 to 75% at dinner.

On 01/19/2026, R38 ate 26 to 50% at breakfast and lunch. There was a lack of evidence of meal
percentage documentation for dinner.

On 01/20/2026, there was a lack of evidence of meal percentage documentation for breakfast. R38
ate 0 to 25% at lunch and drank a protein shake. R38 ate 0 to 25% at dinner.

On 01/21/1026, R38 ate 0 to 25% for breakfast and dinner. There was a lack of evidence of meal
percentage documentation for lunch.

On 1/22/2026, R38 ate 0 to 25% for breakfast and dinner. There was a lack of evidence of meal
percentage documentation for lunch.

On 07/21/2026 at 09:39 AM, Certified Nurse Aide (CNA) P stated R38's representative visited every
day and was highly involved in his care. CNA P stated R38 went to the hospital because he was not
responsive, and he had influenza. He was coughing up green mucus and rattling when he breathed.
CNA P stated she offered R38 house shakes, which he would take a couple of sips of, but he would
(continued on next page)
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F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

not eat and would only drink water occasionally. She stated he loved Dr. Pepper, but he barely drank
that as well. CNA P stated R38's intake decreased over a period of a few weeks. She stated staff
documented in the EMR for each meal offered and documented the percentage eaten. She stated the
nurse monitored the resident's intake and reported it to the physician. CNA P stated it seemed they
noticed his change in condition on the day they sent him out.

On 07/21/2026 10:20 AM, Licensed Nurse (LN) G stated the interventions to treat residents were
communicated through the care plan, messages, and report. She stated staff monitored for changes in
condition through different assessments. When residents had condition changes, staff monitored their
vital signs and encouraged fluids based on their area of decline. LN G stated the CNAs notified the
nurse of changes, and the nurse assessed the resident, then notified the physician. She stated the
CNAs documented in the EMR what the residents ate or drank, but she did not review that
documentation because she did not have time and depended on the CNAs to let her know if the
resident ate or not. LN G stated she remembered when R38 stopped eating as much when he had
influenza; he did not have an appetite, and his kidneys were impaired. She stated she did not recall if
R38 received fluids or not, as that would be a better question for the CNA. LN G stated she did not
recall if staff notified her that R38 coughed up green mucus or was coughing up more. She stated she
would implement standing orders and notify the physician and/or family of changes. LN G stated staff
should have documented meal intake and notified the nurse of the intake to maintain their medical
record.

On 07/21/2026 at 02:14 PM, Administrative Nurse D reviewed the EMR related to the meal intake and
associated change in condition. She confirmed the lack of documented intake monitoring that would
be expected during R38's change in condition.

- R2's Electronic Medical Record (EMR) revealed a diagnosis of anxiety (mental or emotional reaction
characterized by apprehension, uncertainty, and irrational fear) and dementia (a progressive mental
disorder characterized by failing memory and confusion)

R2's 02/11/2026 Significant Change Minimum Data Set (MDS) documented a Brief Interview for
Mental Status (BIMS); no BIMS interview completed as resident was rarely/never understood. Staff
assessment completed indicating severely impaired cognition. R2's MDS revealed no behaviors noted,
and she required total dependence from staff for activities of daily living (ADLS).

R2's 02/27/26 Care Area Assessment (CAA) section revealed none of the CAAs were documented
that triggered.

R2's Care Plan dated 04/04/2022, staff were instructed to observe R2's skin during daily cares and
report concerns to the charge nurse.

R2's Care Plan dated 11/03/2023 instructed staff to place a floormat beside the bed.

R2's Care Plan dated 11/05/2024, staff were instructed to apply Tubi-grips (elasticated tubular
bandage designed to provide tissue support in treating strains, sprains, soft tissue injuries, general
edema, and tissue protection) to both arms for protection apply in the morning and removed in the
(continued on next page)
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F 0684 evening.

Level of Harm - Minimal harm R2's Care Plan dated 04/14/2026, staff were instructed to apply Tubi-grips to both arms for

or potential for actual harm protection, apply in the morning and remove in the evening to prevent skin issues. At times, durable
power of attorney (DPOA- a legal document that names a person to make healthcare decisions when

Residents Affected - Few the resident is no longer able to)will demand sleeves/Tubi-grip to be removed, although DPOA had

been educated on the benefits of skin protection in preventing future wounds.

R2's Weekly Skin Check reviewed from 05/12/2026 and 07/08/2026 revealed no documentation for
any bruises on R2's arms or right hand middle finger.

R2's Weekly Skin Issues reviewed from 05/12/2026 and 07/08/2026 revealed no documentation for
any bruises on R2's arms or right hand middle finger.

R2's Hospice Nurse Visit Log dated 06/10/2026 documented bruising on both upper forearms. The
documentation lacked sizes, colors, and whether facility staff was notified.

On 07/21/2026 at 11:10 AM, Certified Nurse Aide (CNA) Q and Certified Medication Aide (CMA) R
assisted R2 to bed when they used the mechanical lift and transferred R2 to her bed, observed
several purple bruises on both her posterior forearms and a purple bruise on her right hand middle
finger. CMA R operated the lift, and CNA Q did not support R2's legs while she was in the lift. CMA R
removed her pants with no bruises or skin issues noted on R2's legs.

On 07/22/2026 at 08:01 AM, R2 was lying in her bed moving her arms around and mumbling her bed
was in low position, and no fall mat was noted on the floor. R2 had no Tubi grips on her arms, and the
bruises remained the same on her arms and right-hand middle finger as in the 07/21/2026
observation. R2's right arm had six purple bruises noted on the posterior forearms ranging in
approximate sizes of 1 centimeter (cm) diameter to 3 cm diameter; R2's right middle finger purple
bruise approximate size of 1 cm diameter. R2's left forearm purple colored bruises noted, five ranging
in approximate size of 1cm to 3 cm in diameter. The new fall mat was in the bathroom, folded in a
plastic bag.

On 07/22/2026 at 08:58 AM, CMA R reported that she was pretty sure a new fall mat was delivered
before she left work around 06:00 PM on 07/21/2026. CMA R looked in R2's bathroom and reported
that the new fall mat was in the bathroom, folded and still in the plastic wrap, and reported well no
one laid it down. CMA R reported that R2's husband would not allow the staff to apply any type of arm
protectors. CMA R observed several bruises on R2's arms and right hand middle finger and reported
that R2 would pinch her arms at times, and that is why she has bruises.

On 07/22/2026 at 09:00 AM, CNA Q reported she did not notice that R2 did not have a fall mat on the
floor this morning when she gave care earlier. CNA Q reported she was not aware if R2 required any
type of arm protectors.

On 07/22/2026 at 09:05 AM, Licensed Nurse (LN) G reported that R2's fall mat was delivered to her
room on 07/21/2026 in the evening before she left work. LN G reported that CNA O removed the old
(continued on next page)
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F 0684 fall mat from R2's room. LN G reported that R2's family requested she not wear arm protectors during
the summertime as it would be too hot for her. LN G reported that R2 would bruise easily with

Level of Harm - Minimal harm transfers and sometimes the husband would grab at her arms when he assisted her with her meal. LN

or potential for actual harm G reported that she did see all the purple bruises on R2's arms when she applied the dressing to her
right elbow skin tear on 07/21/2026. LN G reported she expected the staff to use all the fall

Residents Affected - Few interventions on the care plan. LN G reported that the nurse would complete the weekly skin check

and should document all areas of concern.

07/22/2026 at 09:10 AM, Administrative Nurse D expected staff to always have all fall interventions
in place.

On 07/22/2026 at 01:31 PM, CNA M reported she would notify the nurse verbally if a resident were to
have a new bruise or skin tear or any new skin issue. CNA M reported that the staff would not
document that anywhere; they just verbally let the nurse know.

07/22/2026 at 01:37 PM, Administrative Nurse D reported she expected the nurse to complete a
weekly skin check in EMR that would include any skin issues; she also expected the staff to
complete an incident report for skin tears and bruises if unknown injury.

On 07/22/2026 at 02:30 PM, Administrative Staff A reported that the bruises were not documented in
R2's EMR; She expected them to be documented.

The facility's policy Skin Integrity dated 03/2026 documented, residents who are admitted will have
every effort made in order to assure that their skin integrity is maintained though correlated efforts
from the interdisciplinary care team. The policy lacked documentation for bruises.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm Based on interviews, observation, and record review, the facility failed to implement adequate

or potential for actual harm infection control practices related to respiratory equipment for Resident (R) 1 and R37, and hand
hygiene during incontinence care for R2. Findings included:1. On 07/20/2026 at 09:09 AM, R1 sat in

Residents Affected - Few her recliner wearing her glasses and hearing aids. A portable oxygen tank was observed on the back

of R1's wheelchair; the nasal cannula tubing was draped over the tank, and the nose part touched the
tank.On 07/21/2026 at 07:59 AM, R1's oxygen tubing laid on the floor.2. On 07/20/2026 at 10:49 AM,
R2 had a fall mat in her bathroom; the fall mat had frayed open areas noted in the corners.On
07/20/2026 at 03:37 PM, R2 was in her low bed with a fall mat on the floor that had worn areas in the
corners and cracks noted on the surface.On 07/21/2026 at 02:30 PM, Consultant Staff HH (Hospice
Nurse) looked at R2's fall mat and reported that the fall mat in R2's room should be replaced as it was
cracked and had uncleanable surfaces. Consultant Staff HH reported that hospice did not supply that
fall mat.On 07/21/2026 at 02:38 PM, Licensed Nurse (LN) G reported that fall mats should not have
cracks on them and that the family would appreciate a new mat. On 07/21/2026 at 04:15 PM,
Administrative Nurse D reported that the fall mats should have a cleanable surface and the fall mat
would be replaced for R2.3. 07/20/2026 12:17 PM R37 had oxygen tubing wrapped up and laid on top
of her overbed table.On 07/20/2026 at 03:38 PM, R37 slept in her recliner; a portable oxygen tank was
observed on the back of R37's wheelchair. The nasal cannula tubing was draped over the wheelchair
seat, and the nose part lay on the pad of the wheelchair seat.On 07/21/2026 at 02:21 PM, R37's nasal
cannula lay on the floor in her room.On 07/21/2026 at 02:14 PM, Certified Medication Aide (CMA) R
reported that all oxygen tubing, when not in use, should be placed in a bag, as she looked at R1's
oxygen tubing laid on the wheel of her wheelchair.On 07/21/2026 at 02:17 PM, LN G reported that all
oxygen cannula's/mask should be placed in a bag when not in use.On 07/21/2026 at 04:23 PM,
Administrative Nurse D expected all oxygen tubing to be placed in a bag when not in use.4. On
07/21/2026 at 11:01 AM, CMA R and Certified Nurse Aide (CNA) Q provided incontinent care to R2.
CMA R cleansed R2's buttocks, then removed her gloves to retrieve a brief liner from the bathroom.
CMA R applied new gloves; no hand hygiene was performed. CNA Q cleansed R2's peri-area. CNA Q
left her soiled gloves on after she cleansed R2 as she assisted R2 with dressing R2. CMA R removed
her gloves with no hand hygiene performed. CNA Q and CMA R transferred R2 to her recliner with the
mechanical lift. CNA Q picked up the package of cleansing wipes and extra brief and placed those
items into R2's bathroom while wearing the same gloves she used to cleanse R2. CNA Q removed her
gloves, and no hand hygiene was performed. CMA Q propelled R2 down the hallway to the television
lounge; she then stopped at the nurse's desk and exited the facility; no hand hygiene was
performed.On 07/21/2026 at 01:12 PM, CNA Q reported that she should have removed her gloves and
performed hand hygiene after she cleaned R2's peri area.On 07/21/2026 at 02:14 PM, CMA R reported
that she should have washed her hands after she removed her gloves before she placed a new pair on
when she completed incontinent care to R2.0n 07/21/2026 at 02:38 PM, LN G reported that the staff
should perform hand hygiene every time they remove their gloves.On 07/21/2026 at 04:23 PM,
Administrative Nurse D reported she expected all staff to perform hand hygiene after they remove
their gloves.The facility's policy Hand Hygiene dated 03/2026 documented the facility must establish
and maintain an infection prevention and control program designed to provide a safe, sanitary and
comfortable environment and to help prevent the development and transmission of communicable
diseases and infections. Key recommendations for hand hygiene included before and after removing
gloves.The facility did not provide a policy for the care of respiratory equipment.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 175387 Page 170f 21



Department of Health & Human Services Printed: 10/09/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
175387 B. Wing 07/22/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Parkside Homes 200 Willow Rd
Hillsboro, KS 67063

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0909 Regularly inspect all bed frames, mattresses, and bed rails (if any) for safety; and all bed rails and
mattresses must attach safely to the bed frame.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, observation, and record review, the facility failed to ensure Resident (R)1's bed was in safe
Residents Affected - Few condition.Findings included:- R1's Electronic Medical Record (EMR) revealed a diagnosis of anxiety

(mental or emotional reaction characterized by apprehension, uncertainty, and irrational fear).R1's
06/09/2026 Significant Change Minimum Data Set (MDS) documented a Brief Interview for Mental
Status (BIMS) score of 13, indicating intact cognition. R1's MDS revealed she required moderate
assistance with bed mobility.R1's 06/23/2026 Falls Care Area Assessment (CAA) documented:
[NAME] is taking high-risk medications [NAME] had a fall resulting in a fall. She is continually a high
fall risk.R1's Care Plan dated 03/16/2026 instructed staff R1 preferred to have bed rails on her bed to
help her reposition in bed easier.R1's Bed Rail assessment dated [DATE] at 07:27 PM documented
siderails/assist bar were indicated and serve as an enabler to promote independence; R1 had
expressed a desire to have an assist bar.R1's Bed Rail assessment dated [DATE] at 05:57 PM
documented siderails/assist bar were not indicated at this time.R1's Bed Rail assessment dated
[DATE] at 05:44 PM documented siderails/assist bar was not indicated at this time.On 07/20/2026

at 09:09 AM, R1 sat in her recliner wearing her glasses and hearing aids. R1 reported she felt safe
here and the staff listened to her even though she did not speak much. R1 had a bed assist bar on
each side of her bed upright. The bed assist bar on the left side of the bed was quite loose; it freely
moved away from the bed.On 07/21/2026 at 10:17 AM, R1's two bed assist bars remained on each
side of her bed upright, and the left bed assist bar remained loose.On 07/21/2026 at 02:14 PM,
Certified Medication Aide (CMA) R reported that R1 never used the bed assist bars on her bed and did
not realize they were loose. CMA R reported that the staff communicates with maintenance in writing
when something needs fixed.On 07/22/2026 at 10:13 AM, Maintenance Staff U (Maintenance
Supervisor) reported that he did not complete a monthly check of bed positioning devices. He reported
that once the device is applied to a resident's bed, we just remove the device at discharge.
Maintenance Staff U reported that R1's positioning bar was loose as he looked and moved the bed
assist bar attached to R1's bed at this time. Maintenance Staff U reported that the bed was the
facility's bed and not provided by hospice.On 07/22/2026 at 01:33 PM, Administrative Nurse D
reported that she was not aware that R1 had two bed rail assessments that documented R1 did not
require the rails on her bed. Administrative Nurse D expected the nurse to communicate changes in
assessments so the bed assist bars could be removed.On 07/22/2026 at 02:15 PM, Administrative
Staff A reported that the staff would communicate to the maintenance staff in writing if anything
needed to be repaired. She reported she was uncertain if the bed assist bars were required to be
inspected.The facility's policy Electric Bed dated 03/2026 documented the facility would conduct
regular inspections of all bed frames, mattresses, and bed rails, if any, as part of a regular
maintenance program to identify areas of possible entrapment. When bed rails and mattresses are
used and purchased separately from the bed frame, the facility must ensure that the bed rails,
mattress, and bed frame are compatible. Report any malfunctions to the maintenance department.
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F 0921 Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff
and the public.
Level of Harm - Minimal harm

or potential for actual harm Based on observation, record review, and interview, the facility failed to provide housekeeping and
maintenance services to ensure a safe and sanitary environment in the facility laundry.Findings
Residents Affected - Few included: - On 07/22/2026 at 09:58AM, laundry tour with Housekeeping/Maintenance Staff U revealed

the following concerns:1. The floor in front of the washers was unsanitary with missing paint/sealant
on the concrete floor approximately three inches by three feet section.2. The floor throughout the
laundry processing area was unsanitary due to missing paint/sealant on the concrete floor in an
approximately three-inch by three-foot section.3. The intake ventilation unit had peeling sheetrock
above the screen which measured approximately six inches by five inches.On 07/22/2026 at 10:03
AM, Administrative Staff A and Housekeeping/Maintenance Staff U confirmed the laundry floor and
sheetrock surrounding the ventilation intake were in need of repair to provide a safe and sanitary
environment for the laundry staff processing residents' linen.The facility policy titled Laundry
Infection Control and Prevention Policy, dated 03/2026, documented that the facility must provide and
maintain a safe, sanitary, and comfortable environment and help prevent the development and
transmission of communicable diseases and infections.
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F 0732 Post nurse staffing information every day.

Level of Harm - Potential for Based on observation, record review, and interview, the facility failed to display accurate, publicly

minimal harm accessible, and identifiable staffing information, on a daily basis, for the 30 residents who resided in
the facility.Findings included:- Review of the facility's Daily Staffing Sheets from 06/20/2026 through

Residents Affected - Many 07/20/2026 revealed that the actual hours worked and the facility name had not been completed on

the daily staffing sheets.On 07/21/2026 at 02:30 PM, Administrative Staff B confirmed the daily
staffing sheets lacked the actual hours worked and the facility name, as required.The facility policy
for Posting Daily Nurse Staffing Form, dated 01/2025, included: The Daily Nurse Staffing Form will
include, but is not limited to, the facility name, current date, total number, and actual hours worked by
Registered Nurses (RN), Licensed Practical Nurses (LPN), and Certified Nurse Aides (CNA).
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F 0814 Dispose of garbage and refuse properly.

Level of Harm - Potential for Based on observation, interview, and record review, the facility failed to dispose of garbage and

minimal harm refuse properly by failing to ensure the lid of the dumpster was kept closed.Findings included:- During
the initial tour of the kitchen on 07/20/2026 at 09:02 AM, observation revealed the covers of the

Residents Affected - Many dumpster were open.On 07/21/2026 at 10:30 AM, the dumpster lid remained open.On 07/22/2026 at

09:13 AM, the dumpster lid was held open by trash bags within the dumpster.On 07/22/2026 at 09:13
AM, Dietary Staff BB confirmed the lid to the dumpster was not always kept closed.The facility was
unable to provide a policy regarding the dumpsters.
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